Background: Percutaneous transcatheter closure of patent foramen ovale (PFo) in cryptogenic stroke is an alternative to medical therapy. there is still debate on different outcome for each currently available device. the impact of residual shunting after PFo-closure on recurrent arterial embolism is unknown. aims: (i) to evaluate the prevalence of residual interatrial shunting after device-closure of PFo, (ii) to identify risk factors predicting residual interatrial shunting after device implantation, and (iii) to investigate the outcome of patients after PFo-closure during longterm follow-up (Fu).
the risk of recurrent events 5-fold, with an even higher risk in case of concomitant atrial septal aneurysm [1] [2] [3] . transcatheter PFo closure to prevent recurrent events bears a low risk and is technically feasible with high success rates [2, [4] [5] [6] [7] [8] [9] [10] [11] . anzola et al. showed that there are 9% of patients left with residual shunt at 1 year post interventional PFo closure [12] . However, there is still the question of clinical outcome for different catheter devices and the relevance of residual shunting on the recurrence of ischemic events during long term follow-up (Fu) [13] .
the aims of this prospective cohort study were (i) to evaluate the incidence of residual interatrial shunting after interventional PFo-closure, (ii) to identify risk factors predicting residual interatrial shunting after successful device implantation and (iii) to investigate the outcome of patients after PFo-closure during a long-term Fu period of at minimum 5 years, focused on the recurrence of arterial embolism after device implantation.
MEtHods and MatERIal
In a prospective observational monocenter cohortstudy, symptomatic patients with documented PFo undergoing interventional PFo-closure were enrolled between May 2000 and april 2005 at the department of cardiology, university of Bonn, germany. Patients with other identified causes for systemic embolism were excluded from the study. PFo closure was performed using four different devices according to device the study was approved by the local ethics committee, and all patients were asked to give their informed consent.
Follow uP PRocEduRE
Follow-up contrast enhanced transesophageal echocardiography (tEE) after valsalva manoeuver were performed in all patients on days 1, 7 and 28, and on months 3, 6, 12 and 24. at time of tEE, the patients underwent clinical Fu examination for new onset of arterial embolism. after completion of echocardiographic Fu-procedures, all patients were contacted 6 monthly by telephone call for the occurrence of clinical endpoints, minimum Fu period was 5 years.
EcHocaRdIogRaPHy two-dimensional contrast enhanced echocardiography was performed with commercially available ultrasound scanner (vivid 7, gE Medical systems, wankesha, wI, and iE33, Philips, andover, Massachusetts). a broadband transthoracic transducer and a multiplane transesophageal 5-MHz transducer were used. For ttE and tEE a 20 gauge intravenous catheter was introduced into the right antecubital vein. as right heart contrast agent Echovist (Echovist ® , schering, Berlin, germany) was administered with a bolus injection of 2-5 ml as needed for complete opacification of the right heart chambers. the valsalva-maneuver was conducted at each study visit and repeated until opacifation of the right atrium and interatrial septum after valsalva manoeuvre was considered of sufficient quality [14, 15] . a PFo or residual shunt was determined on contrast appearance of micro bubbles within three cardiac cycles following opacification of the right atrium. the images were reviewed during the procedure and offline by a single experienced observer. atrial septal aneurysm (asa) was defined as a membrane excursion of the interatrial septum of at least 10 mm with a base diameter of the aneurysm of at least 15 mm. under tEE spontaneous or induced right-toleft-shunt was defined as grade 0 if no bubbles could be detected. grade 1 was attributed if less than 10 bubbles were seen. grade 2 was defined if more or equal than 10 bubbles up to a distinct contrast jet opacification was seen and grade 3 if a severe filling of more than 25% of a left heart chamber was recorded. grade 2 and 3 were regarded as significant shunts [5, 8] .
dEvIcE IMPlantatIon the PFo was crossed under fluoroscopic and tEE guidance with a 4 or 6 F multipurpose catheter. depending on the occluder-type either a 9 to 12 French long sheath was placed across the atrial septum or a short 12 French sheath with an over the wire technique was used. after thoroughly flushing the loaded implantation system to prevent air embolism the device was placed under fluroscopic and tEE guidance discharge from the hospital was on the next day after post-interventional ttE/ tEE and 12 lead-Ecg examination. after implantation of PFo-occluder all patients received dual antiplatelet therapy with clopidogrel and aspirin for 3 months, therafter aspirin was given until 12 months after the procedure. In subjects with residual interatrial shunting during tEE, antiplatelet-therapy with aspirin was extended until echocardiography confirmed complete PFo-closure, clInIcal Follow-uP clinical apparent arterial embolism was defined as ischemic stroke, transient ischemic attack, myocardial infarction, or systemic embolism. all patients with recurrent arterial embolism underwent additional contrast-tEE for evaluation of the occluder system and septal anatomy. all documented arterial ischemic events during the follow-up period were considered to be PFo related unless further clinical evaluation confirmed other source of embolism. statIstIc comparison of numerical variables was performed with the student t test or wilcoxon rank sum test, depending on variable distribution. the chi-square test or Fischer's exact test was used to compare qualitative variables. comparison between groups was analyzed with one-way analysis of variance (anova) with Bonferri's post-tests. a cox multivariate analysis including all variables with p value <0.2 in the cox univariate analysis was used to determine the predictive factors of cumulative late mortality. survival rates up to 5 years were presented as kaplan-Meier curves, and the logrank test was used for comparison between groups. differences were considered statistically significant at p values <0.05. the data were analyzed with sPss statistical software version 17 (sPss Inc., chicago, Il).
REsults a consecutive series of 124 patients (31-76 years) with a history of ≥1 paradoxical embolism, of that 70 (54.8%) with concomitant atrial septal aneurysm (asa) were treated with an amplatzer PFo occluder, n = 52; cardioseal occluder, n = 33; Helex occluder, n = 23; and Premere occluder, n = 16.
Mean-Fu-period was 6.7 ± 1.3 years (range 5-9.75 years), overall 827.17 patient years were reviewed for the occurrence of clinical endpoints.
PRocEduRal dEtaIls the 4 patients groups did not differ significantly with respect to clinical variables such as age, sex and concomitant medication. In all patients, occluder devices were successfully implanted. In 1 case, an amplatzer PFo occluder that had embolized into the pulmonary artery 24h post implantation was percutaneously trapped, subsequently followed by the re-implantation of a PFo occluder with bigger diameter during the same procedure (baseline characteristics and procedural details are listed in (Figures 1 and 2) . the observed differences in time-to-closure-rates were statistically significant (p-logrank = 0.003, figure clInIcal outcoME data during 6.67 ± 1.31 years 4 arterial embolic events occurred in 3 of 124 patients (2.4%). Reviewing 817.17 patient-years, the actuarial annual thromboembolic risk was 0.49%. all ischemic events occurred in patients without incidence of residual interatrial shunt during contrast enhanced tEE. one patient experi- enced two transitory ischemic attacks due to carotid plaques, another patient was hospitalized with acute peripheral leg ischemia due to embolization of an abdominal aortic plaque and one patient experienced a major-stroke after new onset of atrial-fibrillation with echocardiographic proven thrombus formation within the left atrial appendage. Echocardiography after arterial embolism showed correct function of the occluder device. statistical analysis failed to identify risk factors predicting recurrent embolism.
In 1 case, a PFo was closed surgically due to a minimal residual shunt, despite this patient remained asymptomatic after percutaneous PFo-closure. dIscussIon this is the first prospective study aiming to investigate the incidence, predictors and clinical impact of persistent interatrial shunting after successful interventional closure of PFo during a long term follow up period. Importantly, all patients underwent serial tEE examinations for 24 months after the procedure and clinical outcome data were acquired with a minimum Fu period was 5 years.
the most important findings of this study are, that (i) the prevalence of residual shunting after PFo-closure is relatively high with 13% after two years, (ii) interventional success mainly depends on the choice of closure-device and, (iii) the annual risk for recurrent arterial embolism after technical successful PFo-closure is relatively low with 0.49% per patient-year, and seems independent of persistent interatrial shunting. avaIlaBlE data anzola et al. investigated 140 patients undergoing serial contrast-enhanced transcranial doppler ofter sucesseful percutaneous PFo-closure. during valsalva-strain a large shunt was detectable in 9% of patients after 12-months. only 1 ischemic event occured in a patient with complete PFo closure [12] . the patients in this study did not undergo serial tEE-examinations after PFo-closure; therefore, device-related thrombi could not be excluded as well as minor-resid- HR = hazard ratio, cI = confidence interval, asa = atrial septum aneurysm, PFo = persistent foramen ovale, Eustach = prevalence of Eustachien valve, chiari = prevalence of chiari-net [16] , after a mean follow up period of 3.8 years the re-event rate of ischemic thromboembolism was 0.7% per patient year. no relation to residual PFo-shunting or to thrombus formation was seen, which is in concordance with our results. However, Fu-period in our study population was significantly longer and we can confirm, that the event-rate remains low after more than 5 years of Fu.
In contrast to our data windecker s et al. investigated in 1994 80 patients after percutaneous PFo closure focussing on the long-term risk of recurrent thromboembolic events [17] . Interestingly, in this cohort study the actuarial annual risk for recurrent thromboembolic events was 3.4% and the extent of postprocedural shunt was the most important predictor for recurrent paradoxical embolism. these early data must be interpreted with caution, since occluder-devices and implantation-techniques may have improved over the following years.
clInIcal IMPact oF REsIdual sHunt aFtER tEcHnIcal succEssFul PFo closuRE closure of PFo is technical feasible with high acute success rates. the number of patients is consistently increasing despite debate is still going on if this intervention really helps to diminish recurrent ischemic events since data from prospective randomized studies are lacking [5, [18] [19] [20] [21] [22] . Residual interatrial shunting after PFo-closure is a frequent finding [12] and the impact on the patients´ clinical outcome is unclear and not systematically investigated. In this context our data are very important, as we show, that the occurrence of arterial embolism after PFo closure is not related to residual interatrial shunt. as a consequence, routine tEE follow up after technical successful PFo-closure seems not necessary in asymptomatic individuals.
lIMItatIons this study is limited by the single site data collection and the non-randomized fashion. we cannot exclude decision bias from the referring physicians. In our study Fu after 24 months was performed by telephone call which helped to minimize the drop-outrate. the predictable value of the identified prognostic variables must be tested prospectively before a validated risk score can be established.
conclusIon although residual shunts may be documented soon after device implantation, they consistently decrease over time and residual shunt is detectable in about 13% of patients after two years of follow up. transient residual shunting was found more frequent with PFo closure using the Helex (in up to 30-40%) than the amplatzer, Premere or cardioseal occluder. Predictors for residual shunts are PFo-anatomy and the choice of closure device. clinically, these residual shunts were not accompanied by recurrent thromboembolic events after a long term follow up period of at minimum 5 years, and the observed embolic event rate is low.
